almost certainly of the same neurofibromatous nature as the numerous superficial molluscous fibromata with which the patient's body was covered. He further suggested that the periosteal changes in the left tibia and fibula were of the nature not of chronic periostitis, but of true periosteal neurofibromatosis, that, in fact, they constituted a lesser degree of the renlarkable periosteal neurofibromatosis recently described and illustrated by Dr. Perdrau and himself,1 in the case of a woman, aged 47, whose body presented the characteristic pigmentation and multiple molluscous fibromata of Recklinghausen's disease. In that case there were likewise small intestinal neurofibromata (on the peritoneal surface of the ileum), and microscopic sections from a molluscous tumour of the skin, the periosteal mass, and one of the little intestinal growths, showed exactly the same histology, proving them to be all of neurofibromatons nature.
Fracture of the Cervical Spine.-CECIL P. G. WAKELEY, F.R.C.S. S. K., male, aged 17, fell off the parallel bars in a gymnasium on to his shoulder. He immediately lost the use of his legs, but this returned just before an ambulance came to take him to hospital.
On admission to hospital, June 14, 1929, it was found that he could move his legs, but complained of numbness and weakness in them. There was a hoematoma situated over the vertebra prominens. A skiagram of the cervical spine was taken, but no fracture was seen. The boy was kept in bed. Abdominal reflexes absent, but knee-jerks brisk. He remained in statu quo until June 21, 1929, exactly a week after his accident, when he lost the use of both legs and complained of pains in both arms. The pupils were unequal, left > right. All reflexes very brisk, excep abdominal, which were absent. Extensor plantar response on both sides. Abdomen was distended. The intercostal muscles were not working. There was definite sweating on the face, but none on the abdomen. There was complete anaesthesia below the fifth rib. He was seen by my colleague, Dr. Macdonald Critchley, who agreed that laminectomy should be performed forthwith. The cervical spine was explored the same day under intratracheal aniesthesia. The cervical Proceedings of the Royal Society of Medicine 48 spines from the third to the seventh, were removed, and the laminae exposed. A fracture of the fifth cervical vertebra was seen. The lamin,% of the fourth, fifth, and sixth cervical vertebral were removed, and a large flattened extradural clot was exposed (see figure. ) There was no pulsation of the spiral cord. The clot, which was an elongated one extending up to the level of the fifth cervical root, was removed in one piece. Pulsation of the cord returned immediately. There did not seem to be any thickening of the dura. The wound was closed and a dressing applied.
The next day the patient could move his legs, and the plantar reflexes were flexor. Sensation had returned to the trunk and legs. Pupils were equal. Bloodpressure 138/100. Both grips were poor.
Diagram showing the position of extradural blood-clot. (Mr. C. P. G. Wakeley's case of fracture of the cervical spiine.)
On June 24, 1929, patient complained of tingling in both hands. Grips were better, but did not improve as rapidly as was expected, and the extensor muscles of the arms were weak. It was thought possible that there might have been a small intradural hemorrhage, so a second operation was performed July 5, 1929. The previous incision was re-opened and the dura mater explored. On opening the dura mater the cerebrospinal fluid squirted out under considerable pressure, and was quite clear. There was no evidence of any hbemorrbage within the dura, and the cord was pulsating in a normal manner. The dura was sutured and the wound closed.
The grips, began to improve gradually, and massage to the arms was given. Patient was discharged from hospital September 24, 1929. At present he has definite weakness of the intrinsic muscles of his hands, and some weakness of the neck muscles.
DicWU88i0n.-Dr. NEILL HOBHOUSE said that much could be learned from the distribution of the residual paralysis in this case. It was striking that the paralysis the patient now had was in the area of the nerve-roots which were not involved in the operation; it was in the muscles supplied by the eighth particularly, and to some extent by the first thoracic. He wondered whether the clot itself extended to the level of the fifth cervical root or whether it was simply that the segments which were cleared at the operation recovered, and those just below it did not.
Dr. I. M. FELDMAN asked whether any explanation could be offered as to the persistence of absence of the abdominal reflexes as well as of the exaggerated knee-jerks, considering that the blood-clot was removed, and there was no injury to the spinal cord.
Mr. WAKELEY (in reply) said that Dr. Neill Hobhouse had raised an interesting point;
it was difficult to be sure whether there was any injury to the roots, or whether the bloodsupply to the roots had been cut off, probably owing to fibrous tissue formation.
He had no explanation to suggest as to the absence of the abdominal reflexes.
Dislocated Carpal Semilunar Bone.-CECIL P. G. WAKELEY, F.R.C.S.
B. O'F., aged 29, a builder, was standing on the lowest tread of a ladder, and turning round to speak to a man, he slipped and fell on to his outstretched right hand. The hand became swollen and he was unable to use it, so he went to see his doctor the day after the accident. The hand was treated with a lotion and the patient was sent up to hospital to be radiographed.
The skiagram revealed a dislocated semilunar bone ( fig. 1 ) and a fracture of the styloid process of the radius. There was definite numbness over the distal distribution of the median nerve, and continual "pins and needles" in the thumb and outer two and a half fingers. short vertical incision just proximal to the wrist-joint. The median nerve was exposed and retracted. The dislocated bone was seen beneath it and easily removed. The wound was closed and the hand placed on a "cock-up" splint. The numbness of the hand disappeared on the day following the operation. Fig. 2 shows the condition of the carpal bones following the removal of the semilunar.
